child's sex. Parents were less likely to prefer a shared approach when the child was female (odds ratio, 0.365; 95% confidence interval, 0.139-0.961; P = 0.04).
INTRODUCTION:
There are currently 29 craniofacial surgery fellowship training programs in the United States and Canada endorsed by the American Society of Craniofacial Surgeons and participating in the San Francisco Match. This number has increased over the last decade despite limited demand. The authors sought to evaluate the practice types and patterns of craniofacial fellowship trained surgeons.
METHODS:
After Institutional Review Board approval, a 20-question survey was designed to evaluate craniofacial surgeons and their practice patterns. The survey was sent to surgeons who completed accredited craniofacial fellowships in the United States or Canada from 2010 to 2018. The survey was created and distributed electronically through a private survey research center.
RESULTS:
There were 61 respondents (26.5% response rate), 68.8% male, and 85.2% 36-45 years old. 54.1% trained in integrated plastic surgery residency before fellowship, and 39.1% trained in general surgery followed by plastic surgery fellowship. Some had previously completed fellowships: 8 (13.1%) pediatric plastic surgery, 5 (8.2%) microsurgery, 4 (6.6%) esthetic surgery, 3 (4.9%) hand surgery, and 2 (3.3%) burn surgery. Forty-five surgeons (75%) have been in practice ≤5 years. Practice profiles were academic (49.2%), private (23.0%), and hospital employed (9.8%) with 18% in various hybrid practices. Percentage of practice dedicated to craniofacial surgery was <25% for 21 (34.4%), 25%-50% for 10 (16.4%), 51%-75% for 13 (21.3%), and >76% for 17 surgeons (27.9%) with 63.8% desiring an increase in craniofacial case volume. Surgeons' patient populations are 14.8% pediatric only, 6.6% adult only, and 78.7% combined. They perform craniofacial trauma reconstruction (88.5%), general plastic surgery reconstruction (83.6%), cleft lip and palate repair (75.4%), craniosynostosis reconstruction (68.9%), breast surgery (54.1%), microtia reconstruction (50.8%), orthognathic surgery (50.8%), cosmetic surgery (50.8%), microsurgery (45.9%), hand surgery (36.1%), and facial reanimation (32.7%). Forty-six (75.4%) work as members of a craniofacial team. Twenty-six (42.6%) do not have any craniofacial trained partners. Twelve surgeons (19.7%) had jobs secured before beginning craniofacial fellowship, and 44 (72.1%) were able to find jobs in their desired geographic area. Forty-one (67.2%) would recommend completing a craniofacial fellowship.
CONCLUSION:
Craniofacial surgeons trained within the last decade are primarily in academic practice, operate on adults and children, and perform a variety of procedures. Limitations include low response rate and likelihood that surgeons who do not perform craniofacial surgery did not respond. Respondents were able to find employment in their desired location, work on a craniofacial team, and would recommend a craniofacial fellowship.
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PURPOSE: A high prevalence (≈37%) of prior head and neck injury has been reported in patients undergoing migraine headache (MH) surgery. 1 Conservative medical treatment of posttraumatic MH has had limited success. It is unclear if MH surgery mirrors these unsatisfactory outcomes. In an effort to improve patient selection and preoperative counseling for MH surgery, it is critical to understand expected outcomes across specific populations, including the posttraumatic cohort. However, this subgroup has not been described in detail and their outcomes have not been compared to patients without a history of head or neck injury.
METHODS AND MATERIALS:
One hundred forty-two subjects undergoing migraine surgery were prospectively enrolled. Preoperatively, patients were asked to complete a questionnaire on MH history, including the MH index (MHI) and information on prior head or neck injury. This included data on the nature of the injury, timing in relation to their MH, and whether they attributed their MH pain to the injury itself (precipitating event). The senior author performed all surgical procedures. Follow-up surveys were sent to all patients at 12 months postoperatively.
RESULTS:
Of the subjects included in this study, 50% (n = 71) reported a history of head or neck injury, and 30% (n = 42) classified the injury as the precipitating event leading to their MH. Patients who associated their injury with the onset of their MH were significantly less likely to have a positive family history of MH. There was no significant difference in mean preoperative MHI among the atraumatic (108.8 ± 80.0), traumatic (99.9 ± 92.5), and precipitating event (90.8 ± 90.1) cohorts. At 12 months postoperatively, there was no significant difference in MHI reduction between these 3 groups. The proportion of patients who experienced at least a 50% and 80% improvement in MHI per group, respectively, was 83% and 67% (atraumatic), 76% and 68% (traumatic) (P = 0.40), and 71% and 63% (precipitating event). The median followup time was 12.9 months (interquartile range, 11.8-15.2).
CONCLUSIONS:
Fifty percent of patients undergoing migraine surgery at our center report a history of head and neck injury. This finding corroborates a higher prevalence of head and neck injury in patients with migraine as compared to the general population. 2 Further, this study suggests that outcomes in migraine surgery patients with a prior history of head and neck injury are comparable to those without injury. Migraine surgery candidates with a history of injury can therefore expect similar outcomes as reported for migraine surgery patients overall. Dynamic facial reanimation is the gold standard treatment for a paralyzed face. The use of cross-face nerve graft (CFNG) in combination with the masseteric nerve to innervate free gracilis muscle has been reported in various configurations, with the goal of providing both spontaneity from the CFNG and strong innervation from the masseteric nerve. We report a novel modification to the existing nerve configuration, with presentation of outcomes of our case series.
REFERENCES
METHODS:
A total of 8 patients received free gracilis muscle transfer using the new double innervation method between September 2014 and December 2017. The CFNG, which was performed 9 months prior, was sutured in an end-to-end fashion to the obturator nerve. The ipsilateral masseter nerve was coapted to a nerve graft obtained from extra length of obturator nerve obtained during the harvest of the gracilis muscle. This nerve graft was then sutured in an end-to-side fashion to the sural nerve graft proximal to the end-to-end obturator coaptation (Figure will be provided during presentation). Video analysis was performed on preoperative and all postoperative follow-up. Two independent experienced raters performed Terzis 5 stages classification on the videos. Time to smile with biting down and time to natural smile were also assessed.
RESULT: All patients recover smile function with teeth clenching (average, 7.5 months; range, 3-12). Two patients did not recover smile function at 4 and 8 months follow-up, but achieved smile at their 10 and 12 months follow-up. Seven of 8 patients recover spontaneous smile by average of 8.4 months (range, 7-12), with 1 patient having no function after 12 months of follow-up. Average follow-up time was 22 months. Based on the Terzis reanimation grading, 4 patients achieved moderate result, 2 achieved good result, and 2 achieved excellent result.
CONCLUSION:
Our new novel method of dual gracilis innervation represents a viable technique that does not risk denervation of the gracilis muscle, and provide good spontaneous emotional smile and esthetic symmetry. We hypothesize that placing the masseter nerve at a disadvantage by using the extra nerve graft which requires the signal to go through 3 anastomosis, the CFNG has more time to provide a stronger signal without being taken over by the masseter.
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